be identified and successfully ad-
dressed. In the United States, the
National Heart Attack Alert Program
undertook an intensive review of de-
lay and its causes, and adopted 30
minutes as a realistic goal for the ad-
ministration of thrombolytic therapy
for patients with a clear diagnosis of
AMI s

We believe that 30 minutes is a
reasonable and realistic goal, which
can be achieved for most patients. If
the goal of 30 minutes cannot be
achieved among some patients, there
should be adequate reasons for the
additional time. The fact that an
emergency department is busy or
crowded should not excuse the staff
from providing prompt care.

We emphasize that most hospital
delay is caused not by patient factors
but by hospital factors. If hospitals
set up a system to ensure that pa-
tients with a clear diagnosis of AMI
can be treated within 30 minutes,
then patients in whom the diagnosis
is less clear will also benefit.

Michael Shuster, MD, DABEM, FRCPC

Chair

Emergency Cardiac Care Coalition

Heart and Stroke Foundation of Canada

Emergency medicine
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Banff, Alta.
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President

Canadian Association of Emergency
Physicians

Assistant professor

Division of Emergency Medicine

University of Ottawa

Ottawa, Ont.

References ‘

1. MacCallum AG, Stafford PJ, Jones C
et al: Reduction in hospital time to
thrombolytic therapy by audit of pol-
icy guidelines. Eur Heart J 1990; 11
(suppl F): 48-52

2. Weaver WD, Cerqueira M, Hall-
strom AP et al (for the Myocardial In-
farction Triage and Intervention Pro-
ject Group): Prehospital-initiated vs
hospital-initiated thrombolytic ther-
apy: the Myocardial Infarction Triage
and Intervention Trial. JAMA 1993;

270: 1211-1216

3. Foster DB, Dufendach JH, Barkdoll
CM et al: Prehospital recognition of
AMI using independent nurse/para-
medic 12 lead ECG evaluation: im-
pact on in-hospital times to throm-
bolysis in a rural community hospital.
Am J Emerg Med 1994; 12: 25-31

4. Heart-felt change: improving the care
of acute myocardial infarction pa-
tients. Informed 1996; 2 (2): 11-12

5. National Heart Attack Alert Program
Coordinating Committee, 60 Min-
utes to Treatment Working Group:
Emergency department: rapid identi-
fication and treatment of patients
with acute myocardial infarction. Ann
Emerg Med 1994; 23: 311-329

TOOLS FOR DETERMINING
APPROPRIATENESS OF CARE

he article “Appropriateness in

health care delivery: definitions,
measurement and policy implica-
tions” (Can Med Assoc J 1996; 154:
321-328), by Drs. John N. Lavis and
Geoffrey M. Anderson, is a major
contribution to the way we think
about appropriateness of care in
Canada. It has important implica-
tions for how we evaluate hospital
outcomes and may stimulate a criti-
cal examination of current Canadian
methods that compare length of stay
by diagnostic label for different loca-
tions.

We agree that length of stay is
contextual and that, consequently,
comparisons must involve inappro-
priateness and not length of stay
alone. Length of stay is a property of
the patient, institution and commu-
nity. If services are available in a
community (and every hospital ser-
vice can be made available in the
community at a price) then days in
hospital are reduced, but not neces-
sarily costs.

An important implication in this
article is that the “right” length of
stay for a particular patient with a
specific problem is determined by
the way care is organized in a com-

munity. The same patient may re-
quire a 6-day stay in community A
but only a 2-day stay in community
B if services such as intravenous ther-
apy are provided more efficiently
outside of hospital in community B.

Our work at the Queen Elizabeth
Il Health Sciences Centre in Halifax
shows that one can assess appropri-
ateness and effectiveness while pa-
tients are in hospital. This concurrent
review reduces the proportion of
hospital days used by patients who
do not require acute care services.

In order for physicians and ad-
ministrators to collaborate, commu-
nities must articulate how they wish
to provide care to those who need it.
Patients and their families are con-
cerned about health status, and
physicians want to achieve this by
the best application of resources.
Concurrent review of both health
status and care activities increases ap-
propriateness of setting and services
delivered by providing feedback that
encourages collaboration and dia-
logue. When there is agreement
about where services are best pro-
vided, concurrent review addresses
the concerns expressed in Lavis and
Anderson’s article. It also provides an
opportunity to develop information
systems uniquely suited to Canadian
health care.

David Zitner, MA, MD, FCFP

Medical quality improvement consultant

Donald F. Fay, PhD, PEng, MD

Cochair
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[The authors respond:]

rs. Zitner and Fay provide in-

sights on the measurement and
policy implications of the appropri-
ateness of setting, one of the two
types of appropriateness discussed in
our article. They agree that we
should build on simple assessments
of hospital-based care, such as length
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